INTRODUCTION
University extension starts in England, in the second half of the XIX century, where continued education courses are performed with adult population.
At American Universities, however, such activities focus on providing services in rural and urban areas (1) .
When it comes to Brazil, the first experiences, at São Paulo University (1911), followed the English model. Yet, in the 20s, the Higher School of Agriculture and Veterinary Science of Viçosa and the Agricultural School of Lavras implement the American model (1) .
It is in 1931, through Decree # 19,851, that university extension is first legally registered. The idea was that the knowledge produced in Universities was also given to the population that was not part of the academic environment and that it could contribute in social development. However, the courses, conferences and practices performed could not reach their goals and such actions were limited to the freshmen and academics (1) .
Thus, until 1961, university extension was developed, especially, for professionals who held a university certificate through courses, conferences and rural technical care. Despite the fact that university extension contributes to education and research, it perpetuated the distance between universities and the population, reinforcing separate actions among education, research and extension (2) .
Between 1960 and 1964, there is a proliferation of discussions about political and ideological issues and education in Brazil, lead by the students' movement. In this context, academics start to perform university extension detached from university projects, centered on developing activities to help the population in need (1) (2) .
In 1964, with the Military Strike and, aiming to keep an eye on the students' movement, the Government proposes, in 1968, a national project:
Rondon, providing academic contact with the Brazilian reality. Due to the absence of consistent participation by academic departments and teachers in this project, the learning and teaching process was limited (1) .
Despite the obligatory natures of university extension in higher education institutions, through University Reform Basic Law # 5,540 of 1968, the unidirectional relationship from the university, knowledge transmitter, to the community, knowledge receiver, continues as the dislocation among teaching, research and extension (1) (2) .
In the 80s, discussions about the relationship between university and community start, strengthened by the creation of Extension Provosts for the Forum of Brazilian Public Universities in 1987, which proposed this concept of university extension as "an educational, cultural and scientific process that articulates teaching and research in an inseparable way and enables the transforming relationship between university and society" (3) .
At the Federal University of the Triângulo Mineiro (UFTM), university extension is described as "inseparable teaching and research activity, in order to fulfill its educational, cultural, scientific and social role in the community, in an interacting, exchanging and contributing mutual perspective" (4) .
By reflecting on these concepts and trying to contribute to an effective (re)organization and implementation of SUS (Brazilian Single Health System) guidelines and the need to prepare professionals capable of responding to the real needs of the population, one may say that the basis of the education process is the tripod education-researchextension. On the other hand, integral care to the family has led to the reconsideration of pedagogical projects, aiming to train health professionals with a new profile.
Integral care to family development has been one of the topics of the social development agenda.
Yet, there is a lack of professionals with a profile to develop such activities (5) . According to the cited authors, "if the professionals' education, especially the physician and the nurse, is not replaced in the educational apparatus, the care model will not be the everyday reality".
Integral care to the family occupies a privileged space in the education-research-extension tripod, facing the challenge not of the individual need, but of the family unit within a community context (6) .
On the one hand, the market needs professionals with a new profile -closer to basic health actions and, on the other hand, the Health Ministry invests in permanent education of the professionals working in the Family Health Program (FHP).
Nevertheless, there is a challenge for education institutions, in other words, to discuss and change their curricula to respond to this need.
In this sense, as a health professional education institution, UFTM is concerned with inserting nursing undergraduates within health services so that they can experience practical situations that demand 
BUILDING THE PROGRAM INTEGRATING KNOWLEDGE WITH INTEGRAL FAMILY CARE
During outpatient care and internships at the UFTM Teaching Hospital (TH), one may say that, despite all efforts made, some gaps remain in terms of family response, especially due to lack of information about what needs to be done at home, to clients who need specific care when leaving the hospital, as well as to family reports about the difficulties to adapt to a new reality. Other problems observed during internships include the clients' social isolation and the difficulty to accept some health problems.
It is known that illness and hospitalization cases are unknown, traumatizing and threatening episodes, as they put security, integrity, privacy and even human beings' individuality at stake.
Thus, facing the reality involved in being sick and hospitalized poses the challenge of humanization, so that "values and attitudes regarding human life consolidate a new culture of health response" (7) . From this perspective, developing extension acts towards human life maintenance with dignity, during hospitalization, contributes to the performance of integral family care, respecting particularities of the illness and hospitalization process. This was one of the areas of the program, through the Humanizing hospital care: focus on client and family project.
When they return to their homes, the entire family dynamics is changed. Integral family care is based on the premise of the family's great potential as an ally in maintaining and restoring its members' health; however, such potential is influenced by experiences lived that influence such actions at home (6) .
There are countless challenges to be faced by the family when one of the members returns after being hospitalized. He/she may need specific attention for his/her readaptation and family reorganization. (6) . This idea guided the work done by the project: Service-Education Articulation: integral care to the family.
To accomplish this program, initially, an institutional moment occurred, with internal discussion among the faculty involved. One of the topics discussed was the option for the methodology seen as "the conception of methods and techniques to be used with a philosophical basis" (8) . It is also a concrete way to trace the program, defining its objectives and adequacy from the middle to the end.
Among the challenges that deserved some attention from the faculty, undergraduate insertion in the development of this university extension program stood out because this would terminate the idea of a direct relationship between extension and care, which is a simple transference of knowledge from one who knows to one who does not know (9) .
The understanding of university extension can be different among many social actors (faculty, principals and family), which may cause little impact in the life of the population (10) . Thus, some guidelines 
ASSESSING THE PROGRAM: INTEGRATING KNOWLEDGE FOR INTEGRAL CARE TO THE FAMILY
The assessment was performed in two ways: formative and summative. In the first, the academics were followed by the professors and/or health service professionals. The students recorded the activities, distinguishing: denomination and quantification of activities, difficulties found and ways to solve them; received orientation; acquired and/or deepened knowledge. Regarding the summative assessment, done by the professional or teacher who followed the student, The activity was considered satisfactory by 83.3% of the students, 10% did not opine and 6.6% did not get satisfactory results. In Table 1 , the academic assessment is shown. Facing this reality, it is of extreme importance to maintain students in the community and health services, so that the started program can continue making the experience and learning of other groups available, and also privilege the population with the participation of students who certainly have a lot to offer to improve the quality of life of this population.
